I would like to treat this subject as a problem, social as well as surgical. I have ventured to call it a reproach to the profession in general and to otologists in particular. Is there any other suppurating sinus which is treated with the same levity and inaction, although in no other is there inherent such an element of danger to life ?
Mr. T. Ritchie Rodger: I would like to treat this subject as a problem, social as well as surgical. I have ventured to call it a reproach to the profession in general and to otologists in particular. Is there any other suppurating sinus which is treated with the same levity and inaction, although in no other is there inherent such an element of danger to life ?
There are now some hundreds of us engaged in the practice of otology in this country, as compared with a much smaller number a generation ago, even if they were all giants in those days. Are we making such an impression on this unfortunate condition as our numbers and our combined endeavours might be expected to make ? If not it should be worth while for us to take stock of the situation, and inquire in what directions our energies can best be spent.
My opinion is that we are making very considerable progress, but that this might be greatly accelerated.
We have many advantages which were denied to our predecessors. For the most part they saw only those cases which were giving rise to unusual trouble. The family practitioner was too often content to tell the patient or his guardian that the ear must be kept as clean as possible-perhaps adding that there was no danger unless the discharge ceased. Even now we occasionally meet with patients who have received this quaint advice.
The relationship between adenoids and middle-ear suppuration was not known to the people nor remembered by the practitioner. Otorrhcea was accepted as the natural accompaniment of scarlet fever and measles. There was no school medical service to hunt up the discharging ears and direct them to the otologist; and the acute ear, which is the origin of the chronic ear, received little or no attention.
We have now a more enlightened public and the co-operation of practitioners who have had diseases of the ear definitely included in their curriculum. We have a school medical service, and in most areas aural clinics attached to it. We have more careful treatment of the exanthemata, which is probably leading to a gradual diminution of the number of cases of otorrhcea arising from these diseases. It is possible that statistics under this heading may soon show an even more marked improvement. Dr. Stanley Banks has kindly given me permission to quote from his paper, shortly to be published, on "Further experiences in the treatment of scarlet fever with intravenous antitoxin," in which he states that the incidence of suppurative otitis media among the intravenous series of 1,204 cases treated during the years 1928-32 was 0-9%. The corresponding figure for 285 non-serum-treated cases in 1927 was 6 -77%.
Mr. Mason Leete, of Hull, who has not yet instituted the routine use of serum, allows me to state that his percentage incidence in 1931 was 6-36, in 1932 4 * 37. He has so far used the serum only in severe cases, but expresses the opinion that the clearing of the throat symptoms is so remarkable that in these cases many ears must have been saved.
On the other hand, in our generation it would seem that recurring epidemics of influenza have produced a larger number of otorrhceas from that cause, than fell to our predecessors, although possibly a smaller proportion of these reach the chronic stage.
The most direct answer to our question as to whether we are making progress in our endeavour to eliminate the chronic discharging oar would obviously be a comparison between the number of such ears at present with the number at some previous date, but this is impossible. I catalogued my case sheets for 1920the first complete year of my department at Hull Royal Infirmary-and found that the chronic ear cases were 14% of all cases seen. In 1932 the percentage was 10 -5. The department, however, had grown and the actual number of cases of chronic ear discharge had trebled. In 1926, moreover, we had inaugurated aural clinics in connection with the school medical service, and in 1928 a special department under my care was instituted at the Victoria Hospital for Children. Putting the figures together, all I can claim is that about ten times as many chronic ears received expert attention in 1932 as were seen by a specialist in 1920. I have no doubt that this is typical of what has happened all over the country. It means that we have got to grips with the problem but does not tell us how far we are making headway. We have gathered under our care the material with which our predecessors had not the opportunity of dealing. We are now being given the chance to solve our problem.
There are other ways, however, of estimating our progress besides the mere numerical calculation of cases seen.
The average length of treatment is a better criterion, and here we find distinct encouragement. It is impossible to produce comparable statistics, but in one of our school clinics a reliable nurse who has been in the service for fifteen years, states that the improvement is remarkable. The attention to adenoids and the substitution of the dry treatment of the ear for the repeated syringing formerly in vogue have shortened the average period enormously. The old type of case with discharge running down the lobe of the ear, foul-smelling and excoriating, is never seen now, and the aural polypus has become much more rare.
The increase in the number of mastoid operations we may quite properly claim as an index of progress, although our critics might call it only an evidence of our enthusiasm for surgery. Where chronicity has already been established and a detailed intensive conservative treatment has failed, every dry ear achieved through operation must surely be counted a victory in our crusade. And every successful Schwartze operation performed in the acute or subacute stage, when non-operative measures have failed, can be claimed as a chronic otorrhaea prevented.
Perhaps the most searching test of all is to ask whether we have reduced the number of intracranial complications arising from mastoiditis, and with this point I wish to deal at greater length.
Here again statistics are apt to be misleading. The otologist has so recently gained his proper position in most cities and towns that a decade or two ago a large proportion of these complications passed into the hands of the general surgeon. It follows therefore that the absolute number of such complications in an area may quite well be reduced in the present year, even if the otologists for the area deal with a larger number than fell to their lot say ten years ago.
Again, the comparative number of complicated cases occurring in one's own series of mastoid operations is likewise misleading. If we operate more freely in the early stages than did our predecessors, the number of uncomplicated cases is thereby increased and the ratio of complicated to uncomplicated cases is altered even if the former do not diminish in actual numbers.
Making due allowance for these difficulties in the calculation, however, I am convinced that in recent years we have reduced the incidence of complications. Some statistics from my own practice show the trend of the change, although I submit these with due respect for the pitfalls I have already indicated.
In the first fifty mastoid operations of all kinds which I performed in Hull, I had seventeen intracranial complications, including in this term, as is usually done, not only brain abscess, meningitis and sinus thrombosis, but also perisinous abscess and extradural abscess of the middle fossa. The explanation of this high ratio-34% of complicated cases-is that Do special department had previously been in existence in the city and the general surgeons received for the most part only those cases in which immediate operation was urgently required. This state of affairs continued for a short time till the new department became known. At the Naval and V.A.D. Hospitals, where I was also in charge of the ear cases, my instructions were that I should not operate on chronic ears unless some urgent symptom had supervened, the authorities taking the view that a man who had been content as a civilian to put up with the inconvenience of a chronic ear discharge for years, had no right to ask to be excused two or three months of service in order to have his slight disability removed.
Compare this with the twenty years series compiled by Dr. David Maxwell from Turner and Fraser's clinic, in the Edinburgh Royal Infirmary, published in the Journal of Otology in February, 1929,1 and baving reference to the years 1907-1926. In this series also the Schwartze operations, radicals and modified radicals are taken together and the percentage of intracranial complications works out at 11-6 (276 complications in 2,369 operations).
I have analysed my cases for last year, 1932-my own cases and those of R. R. Simpson, who is associated with me in all my appointments. At the Hull Royal Infirmary, where our department is smaller than the Edinburgh onebut similar in that it deals with patients of all ages-taking all our mastoid operations together, the percentage of complications was 10-5. There is this difference, that whereas in the Edinburgh statistics the radical operations exceeded the Schwartze's by 2 to 1, in ours they are almost equal, 1 -15 to 1. This would seem to indicate that in Hull we had had an opportunity to interfere earlier while it was still possible to save the contents of the middle ear. I fully expected that the Edinburgh figures for 1932 would show the same tendency, as in that city also the otologist would now be benefiting from the increased attention paid to otitis media in the schools and in general practice. In the first half at least of the twenty-years period referred to, such improved conditions would not exist. I accordingly wrote to Mr. J. S. Fraser asking if he would be good enough to have his cases for 1932 abstracted, and he kindly furnished the figures, which prove my surmise to be correct. His percentage of complications was the same as ours, 10-6%, while his ratio of radical and modified radical to Schwartze operations had altered, and instead of being 2 to 1 was now 1 -13 to 1-mine being, as already stated, 1-15 to 1.
At the Children's Hospital in Hull, as one would expect, the proportion of complications was smaller, 4 2% as compared with 10-5 at the Royal Infirmary,
In private cases of all ages it was 7-1%. The investigation brought to light one very weak link in our arrangements and steps are already being taken to remedy the defect. At our two municipal hospitals, otherwise well equipped, there is no ear department. We have been called in by the medical officers only when the question of operation arose. Here the percentage of complications in 1932 was 45-4-even worse than my figure of 34% fifteen years ago. I am conscious of the imperfections of these statistics-they are in some respects a comparison of things which are not strictly comparable. There is, however, such a wide divergence between the figures from departments in which we have a well organised control over the cases at all stages and the figures pertaining to that part of our activities in which we have had no such control, that I think I can safely claim that they indicate progress in the reduction of complications. Let us now consider the principles which should guide us in our attempt to diminish still further the number of chronic discharging ears.
Consideration of the acute ear is not, properly speaking, within the scope of our discussion but must be included under the heading of prevention, since every chronic otorrhoea begins as an acute infection, and every acute infection must be looked upon as a potential chronic one. It may quite fairly be said that the chronic ear is mainly due to mismanagement of the acute stage, although to say so is not necessarily to impute blame to the otologist or to the family practitioner. The patient is the most frequent defaulter. The otologist should aim at keeping in touch with every case till the ear is dry: the patient and the practitioner should be pointedly advised against allowing the case to drift indefinitely into the chronic stage. In spite of some recent questionings, I think most of us are agreed as to the advisability of myringotomy if we have an opportunity to perform this before rupture occurs. Nature's method of relieving the pressure of pus in the middle ear is by sloughing of the membrane and we have no control over the size or site of the perforation which ensues, so that it may be too extensive for easy healing or badly situated for efficient drainage. The linear incision of a well-performed myringotomy practically never fails to heal when its purpose has been served. If adenoids are present I quite frequently remove them when doing the myringotomy ; the operation does not add to the patient's discomfort provided that the tonsils are left untouched. If there has been mastoid tenderness, and if this persists after myringotomy or spontaneous rupture the question of a mastoid operation will arise. In one sense these are not the least fortunate cases, as we find that nearly all of them have a dry ear and normal hearing in a very short time. This class does not swell the numbers of chronic otorrhoeas, but rather that class in which evacuation gives immediate or early relief from the acute symptoms and the ear is allowed to go on discharging indefinitely. The patient has recovered his tone and his parents their equanimity; the practitioner has ceased to be anxious and the case is allowed to drift into the chronic stage.
We should impress on the practitioner and on the patient or his guardian, at the beginning of the case, that if the discharge continues beyond a certain time-limit, even if all other symptoms have disappeared, operation will have to be considered, for the saving of the hearing and the prevention of chronicity with all its inherent dangers. Whether our time-limit is four weeks, or six, or even longer, is not so important as the having a limit and making an attempt to adhere to it. What is likely to happen is that before operation is finally agreed to we shall get an opportunity, if we have not already had it, of taking the conservative treatment into our own hands for a final trial. This should be aimed at every time. I shall refer later to the fact that of chronic ears, of all lengths of chronicity, different authorities claim at least 50% of dry ears by various forms of detailed conservative treatment. It follows therefore that if the otologist can get an opportunity of himself treating the drifting acute case, he will very often succeed where the practitioner and the patient have failed. If he does not succeed he should then press for operation, urging as his reason that elimination of the mastoid infection at that stage is almost certain to be followed by early resolution of the infection in the middle ear with complete restoration of hearing, while delay will probably lead to such permanent damage to the middle ear that nothing short of the radical operation will suffice.
In this matter we must not hesitate to assume the r6le of guide to the medical attendant. He expects it of us. He has not had the personal experience of the tragedies of neglected cases which have impressed us. The average mastoid experience of a practitioner is probably about 1-5 cases per annum and he probably does not see once in eight or ten years in his own practice the intracranial complications which make us so much alive to the importance of timely operation. Even when such a case does occur it does not give him the sense of humiliation which comes to us when we have to admit as an emergency a case which we had seen and put on our waiting list perhaps two months before.
In dealing with the chronic case as such-that is, the case in which chronicity is already established when it comes under our care, the same principle should be followed. The patient should be told that we are going to make a determined effort to get the ear dry by conservative measures, but that if we do not succeed within a reasonable time-limit we must assume that there is some deeper mischief and that operation will be necessary. Here, more particularly than in the acute case, it is our duty to advise the patient of the element of danger latent in every chronic ear suppuration. He has probably been impressed only by the annoying discharge and the defect in hearing: he must be told of the danger to his life. The fact can be stated plainly enough without any appearance of seeking to frighten him.
With certain exceptions, such as the case of the large anterior perforation with slight mucoid discharge, obviously tubal, the rule should be that " every discharging ear which cannot be made to cease discharging by careful conservative treatment within a reasonable time, ought to be subjected to operation." But the radical operation, which is the only one indicated in a large proportion of these cases, is not an operation which any of us are inclined to do unnecessarily and the otologist who enunciates and tries to carry out such a rule can be relied upon to strain every endeavour to achieve a dry ear by conservative means.
Few otologists would wish to have their reputation founded on the radical operation. We can promise nothing in the matter of improvement in the hearing, although it frequently occurs; it is a destructive operation as far as the middleear contents are concerned; the upper end of the Eustachian tube, though thoroughly curetted, may not behave well in the matter of cicatrization, and we may be left with a moist cavity, and however true it may be that, having excavated the danger area, we have removed in large measure the risk of complications, the patient will be disappointed by the failure to obtain a permanently dry ear.
Most of us would rather be judged by our Schwartze operations in acute cases than by our radical operations in chronic cases; and it follows, as I have just said, that the more we consider it our duty to advise operation when other measures have failed, by so much the more shall we be prepared to spare no pains to achieve success by conservative means.
In my experience over 50% of cases, even of considerable standing, respond to conservative treatment. J. S. Fraser and others give a similar percentage.
Of the different methods of non-operative treatment I, personally, prefer the dry treatment after a thorough preliminary cleansing. The ear is first syringed in order to clean the meatus. The middle ear is then thoroughly irrigated, a Hartmann's cannula being insinuated into the perforation or against it. When the return flow has become clear the ear is mopped quite dry. The patient is then made to inflate the ear by Valsalva's method while the surgeon holds a final mop in readiness to catch the moist bubbles, until the escaping air has a dry sound. When the ear has been thus thoroughly cleansed and dried the inner part of the meatus is filled with fine boracic powder blown in by an insufflator. In some cases small granulations or polypi may have first to be removed, and in these cases the prognosis is not so good, although many do quite well. Search must also be made for any nasal or nasopharyngeal conditions which might militate against our success, and these, if found, must be rectified. In quite a fair proportion of cases the ear remains dry after the first treatment. It would seem that in these cases some inspissated material has been lodging behind the lip of the perforation and acting as a foreign body. The patient is instructed to return whenever the powder becomes moist, when the same procedure is followed, but it is wise to give him an appointment for two weeks later in any case, as there may be moisture without his being aware of it. A large perforation may not heal, but if the ear remains dry for a considerable period, it may be assumed that the suppuration is confined to the middle ear, and any recurrence is confidently tackled in similar fashion.
The cases must be regularly reviewed by the surgeon himself and if satisfactory progress is not being shown within a reasonable time, operation should be advised. Consent is more easily obtained if we have taken the precaution to explain at the commencement, as already emphasized, that all this conservative treatment is undertaken with a view to avoiding operation, but that if it fails, operation will be necessary.
To obtain consent, it is legitimate and proper to explain that since all this careful treatment has been unsuccessful it may be assumed that without operation the ear will go on discharging for the duration of the patient's life-and further, that the patient will be handicapped in the labour market, as there is an increasing tendency on the part of employers to exclude candidates with discharging ears. To patients of the more educated class we may also mention that all branches of the Civil Service, and all employments, such as banking and teaching, in which superannuation schemes are in vogue, are almost closed to a candidate who has otorrhcea. Life insurance is also made more difficult.
Time does not permit of my dealing with the different operations and the merits of the many modifications of the radical. The modifications are all designed with a view to conserving as much as possible of the middle-ear contents, and for that very reason cessation of the discharge is less certain than with the radical operation. When I have recourse to any of these methods I am in the habit of explaining that this is still another stage in the conservative treatment, with a view to preserving the hearing as far as possible, but that the complete operation may yet have to be performed.
In conclusion, let me say that I do not pretend to have added anything in this paper to the detailed methods of treating the chronic ear. What I have tried to do is to present a comprehensive view of the subject and to indicate the general principles which should guide us. I am confident that working on some such lines as these, we may expect to see a great diminution in the number of chronic discharging ears, and so help to remove what I still hold to be a standing reproach to the profession.
Dr. A. R. Friel: The factor which keeps up suppuration, and is common to all cases, is infection of the exudation or secretion by micro-organisms.
When a series of cases of chronic otorrhcea is classified by taking into account the position of sepsis and presence of any other factor it will be found that sepsis, confined to the tympanum, and without any other factor, such as granulations or polypi, forms the largest group. In this class the area of sepsis is usually accessible. Suppuration, due to tympanic sepsis, would appear to be a condition suitable for treatment by antiseptics applied directly to the surface. Tympanic sepsis affords an excellent test for antiseptic treatment.
In the treatment of tympanic sepsis by zinc ionization, the ear is first cleansed and a weak solution of a zinc salt is inserted into the meatus. An electrode connected to the positive terminal of a rheostat dips into the solution, while the negative electrode is applied at a distant part of the body.
Consider the part played by the current. It makes the positive ion (zinc) travel towards the negative electrode, so that the film of infected material adhering to the surface of the tympanum is penetrated and permeated by the zinc, as well as the superficial cells of the mucous membrane. The introduction of the zinc takes place sufficiently rapidly for the treatment to be carried out in a reasonable time. The action of the current is selective, as positive ions alone are introduced here. No action on the tissues results from the presence of negative ions in the solution, for they are not introduced. Consider the part played by the zinc: It is the antiseptic agent. It combines with albumin to form a dense insoluble precipitate between the subjacent tissues and the exterior. This antiseptic layer is not only a protective, but is a bad culture medium, and the micro-organisms present die. The-zinc ion, when it has combined with albumin to form a precipitate, does not diffuse. Its action is confined to the deptb to which it has been introduced and subjacent tissues are not irritated.
When the current is turned off and the solution has run out of the ear it is well in those cases in which the tissues were previously much congested to blow some boracic powder into the meatus. This prevents reinfection of any mucus or serum poured out while the congestion rapidly subsides.
The test of the treatment is the clinical result. The majority of cases in which the area of sepsis is accessible, and in which no other factor besides sepsis is present, cease to discharge after one treatment.
When other factors besides sepsis are present they should be removed before ionization and when the area of sepsis is only accessible with difficulty, special means must be used to gain access to it. When the area is totally inaccessible it must be made accessible by operation.
Mr. T. B. Layton said he thought that Mr. Ritchie Rodger was not quite fair when he said that chronic suppurative otitis was a reproach to the medical profession in general, and to the otologist in particular. They did their best to improve the matter, but seeing that this was, as the opener pointed out, a social problem, the hygiene of the factory, of the school, and, above all, of the home, were the most important factors, and the reproach, if any, must rest with the nation as a whole.
Mr. Ritchie Rodger had not defined " chronic suppuration." He (the speaker) considered that an otitis had become chronic when a second organism had gained entrance, and he believed that this had usually happened by the end of two months.
He disagreed with the view that Nature's method of relieving intra-tympanic pressure was by sloughing of a part of the membrane. That might occasionally happen, but usually the perforation caused by Nature was very small, and there was no sloughing. The change from this to the large perforation was due to ulceration round the edge. It was therefore a race against time to get the acute ear well. The most important part of the treatment was to clean the meatus before the drumhead had ruptured in the acute stage. The cleansing of the meatus-under an anaesthetic-from all " debris," epithelium, &c., and anything which harboured secondary organisms, was one of the most important preliminaries of paracentesis.
He did not agree that it did not matter what time-limit was set. From the first a time-limit should be set; he thought it should be one of a month, allowing a fortnight for determining the operation before invasion by secondary organisms. The significance of this was shown when comparing the good results of the modern simple mastoid operation performed early, and the disappointing results from the same operation when once secondary organisms had invaded the mastoid region.
He agreed with Mr. Ritchie Rodger as to the risks later in life from the chronically infected ear, though he did not think it was possible to estimate wbat these were. He thought that the question of the tadical mastoid operation had been fairly dealt with except that Mr. Ritchie Rodger had not sufficiently emphasized the risk to life from meningitis due to this operation, a risk not attached to the simple mastoid operation, which one could advocate for cases of acute otitis media in which the condition threatened not to clear up.
The opener seemed to imply that though the running ear was a detriment to a man in the labour market, after a radical mastoid operation the detriment no longer existed. He (Mr. Layton) had found that in many walks of life, having undergone a radical mastoid operation was a definite bar to employment, even when the result had been clinically perfect. Many persons who had undergone that operation could never return to a dangerous trade.
Sir James Dundas-Grant said he thought that not sufficient stress had been laid on the difference between the postero-superior (marginal) and the anteroinferior perforation. The former was almost synonymous with cholesteatoma. A recent work by Professor Portmann confirmed all that he (Sir James) had long said about cholesteatoma. The antero-inferior perforation was comparatively benign; it indicated a slighter trouble, in which the discharge came from the upper part of the Eustachian tube, and recovery would sometimes follow Eustachian medication in even obstinate cases. He had shown at a meeting of the Section a patient who had an extensive perforation, about to undergo a radical mastoid operation. He stopped the discharge by injecting chloride of zinc solution into the Eustachian tube as this could be done through a Eustachian catheter with or without a Weber-Liel tube. In one very marked case the mucus in the tympanum was so inspissated that it was almost a foreign body, and after removal by syringing and suction it recurred again anid again, until he used forcible irrigation with bicarbonate of soda through the Eustachian tube. This, however, could only be carried out safely when there was a very large perforation.
Polypi sometimes grew from the edges of the perforation, and might remain inside and become larger than the perforation itself. In one case he had been able to force out the polypus by means of vigorous politzerization and snare it away; then, under ordinary treatment, the discharge bad ceased, and there had been no recurrence.
Another serviceable method of treatment was with a fine galvano-cautery point, with which he had put an end to small polypi which were keeping up a discharge. In desquamative conditions particularly, he recommended the use of a modification of the late Sir William Milligan's inter-tympanic syringe, which had a U-tube attachment into which a littIe spirit could be sucked and then blown into the attic.
Mr. Douglas Guthrie said that he would deal with this subject in relation to (1) the Army; (2) hospitals for children.
(1) In the Army, suppurative otitis media had been, and was still, one of the commonest causes of the rejection of recruits, and of the invaliding of those already serving. He saw all doubtful ear cases in recruits in Scotland, and he did not hesitate to reject any recruit who suffered from chronic suppurative otitis, and even cases of dry perforation. That, he thought, was sound practice. Consideration was noaturally due to the soldier who had served for some years, provided the ear condition was not a constant source of trouble, but it was of no use to perform the radical mastoid operation in Army cases, because it did not render the man really fit. He agreed with Mr. Layton that the man who had undergone the radical mastoid operation was at a discount in the labour market and he was equally so in the Army.
(2) With regard to the problem in Children's hospitals, in the Journal of Laryngology for 1926, there appeared the results of an investigation into 500 cases of aural suppuration, acute and chronic. He, the speaker, had endeavoured to follow up 500 cases collected over a period of years, allowing a period of two years to elapse before doing so. 345 were traced. Among all the chronic cases there was only one with intracranial complication, that of a boy aged 9, with cerebral abscess. In the acute cases there were intracranial complications in from 3% to 4%. It was found that 60% of chronic suppurative otitis media cases were cured, the ear being dry, and deafness slight. Five patients had died (three from pneumonia, two from meningitis, probably otitic).
By following up the cases, he had collected those which had not been cured by conservative means, and he had then instituted more thorough conservative treatment or had performed the radical mastoid operation. The results of this operation were discouraging, and since that time he had performed very few radical mastoid operations in children, e.g., only one in the Royal Hospital for Sick Children during the last two years, although he had about 60 cases of Schwartze's operation in the hospital per annum.
He agreed with Mr. Ritchie Rodger in insisting upon great care in the conservative treatment. It was of no use to ask the mother, or nurse, to carry it out; the otologist must do it himself, or instruct a skilled assistant to do it, inspecting the ear at regular intervals.
He, Mr. Guthrie, had recently taken up ionization, and the results had been distinctly encouraging. It required meticulous attention to detail, and a fair degree of skill.
The method of washing out the Eustachian tube by catheter or Weber-Liel tube described by Sir James Dundas-Grant, was well worth trial and might be done in some cases in which it was necessary to remove adenoids. The child being in any case under an anasthetic, the Eustachian catheter could be passed and the middle ear washed out from the nasopharynx.
Mr. L. Graham Brown said that he desired to associate himself with the plea of the opener for earlier mastoid operation in cases of chronic suppuration, i.e., after a certain time-limit had elapsed and cleansing and ionization had failed. He also agreed that in most of the cases the ordinary Schwartze operation sufficed. In selected cases of long-continued suppurations, he performed the operation of transmastoid atticotympanotomy, introduced by Charles Heath thirty years ago, and subsequently modified. It was a rational method of inspecting the middleear contents in every case, and it was a conservative method, in that the membranous wall of the meatus was kept intact, and the other anatomical details were preserved as much as possible, as well as the function of hearing.
Mr. James Adam said that for many years he had used the galvanic cautery for occlusion of the Eustachian tube in the radical operation.
He suggested that one cause of the frequency of suppuration in the ear in bottle-fed sucklings was the practice of turning the children on their back. In a record kept at his request by Dr. Kerr, in Stobhill Hospital, out of 200 children 175 bottle-fed, 7 had discharging ears, while of the remaining 25 breast-fed ones none had discharging ears.
Dr. Sophia Jevons said that what was needed was propaganda for the medical-minded lay public, for if progress was to be made it was necessary to come into the open and explain the possibilities of cure. She felt sure a great improvement would follow. It might be well to form a Committee of the Section for this purpose. She always found great difficulty in making the working-class mother realize the danger to her child of chronic otitis media.
Dr. Ritchie Rodger (in reply) said that it had been interesting to hear Dr. Friel speak on his particular subject of ionization; he (he speaker) had tried it, but had failed to secure the same good results as Dr. Friel did. He preferred the well-known dry treatment which he had detailed in the paper. It was essential to get the ear quite clean and dry before commencing the treatment. The wall of protective powder should be left in until it began to break down of itself. Probably Dr. Friel and he obtained their good results in the same type of case, namely, where the suppuration was confined to the middle ear. If the suppuration involved the antrum and adjacent cells he did not think that any conservative treatment would succeed.
With regard to the points which Mr. Layton had raised as to a secondary organism being the cause of the chronicity, he did not agree with that idea; he considered that it depended on the point which the infection had reached, whether there was one organism or several. He always pointed out to the practitioner in charge of the case what were the principles on which he worked. The presence of mastoid tenderness at an early stage did not necessarily mean that there was an infection of the mastoid process, but only that there was a congested condition. Older physicians used to speak of a "determination of blood" to the part. All the forces of protection were directed to that particular spot; it was the " congestion of traffic " in the circulation which caused the initial mastoid tenderness. If myringotomy was performed, or if Nature produced a spontaneous rupture, the congested condition should disappear in about forty-eight hours. If it did not, one could assume that actual infection of the mastoid process had occurred.
[Other papers read at this meeting will be published in the next issue of the PROCEEDINGS of the Section.]
